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....by 4pm, Christmas Eve

« 2 previously healthy new mothers who had
delivered in our Maternity Unit in the last
48 hours had died;

— One (apparently) from Group A Streptococcus
(GAS) infection

— The second not obviously related at this stage



Context

« Maternity Unit 2,500 deliveries annually
— Above average ratings, well-regarded locally
— The last maternal death had been in 1996

 There was a recent increase in GAS
Infection locally

* (Inthe UK, from 2006 to 2008 there were
13 maternal deaths linked to GAS)



Context 2

« An organization in transition
— New CEO, first post
— New Chairman

— Several Board and executive team vacancies,
Interims etc

 Christmas Holidays



My immediate concerns

« Could this really be as bad as i1t seems?
— How could the cases be linked?
— Could there be ongoing risk to others?
— Are staff implicated?
— What do we do now?

 Are there existing mechanisms for dealing
with this sort of thing?




Subsequently....

Both deaths due to GAS

No further deaths but several contacts
became ill

Independent inquiry
Coroner’s mvestigations
Publicity +++, newspapers, TV etc



Inquests May 2009

— No route of transmission established

— We were found to have made mistakes and have
deficiencies in systems, but to have done everything which
could reasonably be expected to investigate

— We were commended for our approach to the investigation
by the Coroner and the families’ legal teams

— The media gave us reasonable reports

— We published the investigation report on the internet
(http://mwvww.wehct.nhs.uk/index/ournews.htm?newsid=9231)



What went well*

« Assuming the worst

 Taking control early and being decisive
 Being seen

« Managing other senior leaders

* The ad hoc crisis team

...considering the tragic circumstances for 2 families



What went well

Being open

Patient and family support
A proactive media strategy
Media training

The Iindependent review



What could have been better

» Having a plan
 Our capacity to respond was very stretched

due to;
— An Inexperienced leadership team in transition

— Christmas holidays
o Staff support



Staff

» | didn’t adequately recognise the trauma for
staff at all levels;

— Frontline
— Senior clinical leaders
— Organisational leaders

 This was aggravated by the investigation
and external publicity



Staff support

| had experienced the “second victim™ role
before..

 ...but was not really aware of systematic
work In this area

« For me, It felt very personal (which
probably impaired my ability to recognise
and respond to others)



Medical error: the second victim

The doctor who makes the misiake needs helf) too

hen 1 was a house officer another resideni
tailed o identfy the electrocardiographic
signs of the pericardial tamponade that
would rush the paticnt o the operating room late that
night, The news spread rapidly, the case tried repeatedly
before an incredulous jury of peers, who retormesd o
surmmary jucd gment of incompetence, Twas dismayed Ty
e lack ol sympatly and wondered secredy iF 1 could
have made the swme mistake—and, ke the hapless
resident. become the second victim of the error,
Strangely, there is no ]n'I.lu- fror mistakes i mosdlern
s jcines, S i:'lj.' has entmsied |_]'||1. sicans withy the: -
den of understanding and 'lt"'li”H wilh illness. .‘lllllmugll
it 15 olien sl ithat “dosctors are only hooman,”
technological wonders, the apparent precision of
laboratory tests, and innovations that present tangible

images of illncss have in fact created an cxpectation of

perfection. Patients, who have an understandable neod
ey comsiler ther doctors inlallible, have colludes] wath
dlerctors tor dleny the existence of error, | |-I.I"'|J wlals react fo
every error as an anomaly, for which the solution is o
terret out and blame an individual, with a promise that

nmprovernenis it conld decrease ermors. .".I:lri_'. EITOrs
are built into existing routines and devices, setting up the
unwittiing physician and padent for disaster. And,
although patients are the first and obwvious victims of
e lical mistakes, doctors are wounded by the same
errors: they are the second victims,

"I.Ii.lllli-I”:l. EVETY Praclione knows the sickening
realisation of making a bad mistake. You leel singled
out and exposed—seized by the instinet to see if anvone
has noticed. You agonise about what to do, whether to
pe] | anyone, whial to SAY. [ater, the evesni |':'|||.n.=~ HET= (!
ower Al owver in o vour mind. Yoo fuesl 10T VOV o COIT e
ferpce band lesan hi-inu_;;1|i-un'n-|:-1|. Yo lenovw vour sheonaldd
condess, but dread the prospect of potential panish-
ment and of the patents anger. You may become
overly attentive to the patient or family, lamenting the
Fathure o do so earlier and, if vou havent told them,
wondering il they know,

Sadly, the kind of unconditional symmpathy aned sup-
port that are really needed are rarely forthcoming,
While there is a norm of not criticising,’ reassurance
from colleagues is often grodgoing or qualified. One

http:/Avww.ncbi.nlm.nih.gov/pmc/articles/PMC 111774 8/pdff7 26 pdf
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IHI experience

* IHl regularly get asked to
help organisations across
the US facing similar
crises

« A framework for response
has been developed drawn
from this experience and
from the business
literature

 |HI works closely with
MITSS, a support group
for both patients and
clinicians



IHI experience

» Most organisations;
— Don’t plan
— Regard each crisis as unique
— Make matters worse by their response

— Don’t learn



INSTITUTE FOR
HEALTHCARE
IMPROVEMENT

Respectful Management
of Serious Clinical  E=
Adverse Events N
What’s Your Crisis m—m
Management Plan? FSerious Clinical




Key elements of clinical crisis
management

« Advance planning;

— 75% of required actions are predictable
* Priorities;

1. Patients and families

2. Staff

3. The Organisation



Second Victim Definition

®* A health care provider involved in an
unanticipated adverse event or a medical error
who is traumatized by the event

Healthcare provider who is involved with a
patient adverse event who subsequently has
difficulty coping with emotions

Albert WU, The Emergence of Second Victim and Clinician
Support Programs, MITSS, 2011, Boston.




Second victim effects

 Acute stress reactions (days to weeks)

— Numbness, anxiety, sleep disturbance, grief,
detachment, loss of trust, lack of concentration, poor
memory

 Longer term effects

— Shame, guilt, anger, self-doubt, flashbacks, irritability
(similar to PTSD?), depression, behavioural change,
drug and alcohol abuse etc



Severity related to...

ne severity of the incident

ne characteristics of the patient

ne attitude of clinical colleagues

ne conduct of the enquiry

|egal proceedings

(Inversely) the relationship with the patient




Prevalence

 Estimates between 7 and 40% of medical
Incidents, depending on;
— Severity of incident
— Organisational responses
— Support mechanisms
— Professional and organisational culture
— Willingness of individuals to report



Conseguences

» Patient safety risks
— Immediate aftermath

— Longer term consequences for safety culture,
openness, team-working, defensive practice,
disruptive behaviour, working relationships etc

« Staff health, welfare, recruitment &
retention

 Education and training risks



Trajectory of recovery

(Scott 2009)
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What can we do?

 As leaders and professional bodies
 As organisations

 As Individuals
— The second victim
— Colleagues of second victims



As leaders and professional bodies

* Recognise and publicise the concept, and that....
— 1t’s primarily a patient safety issue
— something can be done

» Promote work to understand the best approaches

to support within a wider culture of openness and
learning from mistakes

« Model expected behaviours



As organisations

 Build structures into incident responses to;

— Recognise and mitigate the potential risks to
patients after an incident

— Recognise and support second victims
» Promote and model a (genuinely) open,

transparent, non-judgemental reporting
culture




Established Referral Network with
Employee Assistance Program
Chaplain
Social Work
Clinical Psychologist

Ensure availability and expedite access to
prompt professional support/guidance.

Trained peer supporters and support

T' 2 individuals such as patient safety officers or
el' risk managers who provide one on one crisis
‘Tnm P“r supwm intervention, peer S-Upp{ll'tﬂl" I'I‘"IEI"I'II'JI'II"IQ. team
debriefings, & support through investigation and
o -Patient sm & Risk potential litigation.
Management Resources

Department/Unit support
from manager, chair,
supervisor, fellow team
member who provide one-on-
one reassurance andfor
professional collegial critique of
cases.

Scoft S. et.al. Caring for Our Own: Deploying a Systemwide Second Victim
Rapid Response Team. Jt Comm J Qual Patient Saf. 2010, 36(5)



As Individuals

» Colleagues

— Offer informal support
to colleagues who may
be potential second
victims

— Recognise effects In
yourself and seek help
early




RCP work

« Second Victim work as part of our Patient
Safety agenda

« With the Bradford Institute for Health
Research

— European meeting in Bradford Nov 13/4 to
share experiences

— Planned survey of RCP Fellows and Members
In early 2013



Summary

e Second victim effects are common
e ThiSIS;
— Dangerous for patients

— Harmful for clinicians
— Bad for the service

« Something can be done to reduce these risks
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